problem with this review, of course, is that patients with more extensive arterial disease and more advanced ischemia were more likely treated with bypass surgery and possibly were not even candidates for endovascular intervention. Although patient risk factors were compared, the authors made no effort to match patients according to extent of arterial disease! It is also misleading that the authors compared patients who underwent endovascular treatment in the hospital with patients who underwent arterial bypasses. I wonder how many of the endovascular patients could have had these interventions performed on an outpatient basis. The authors cite the BASIL trial that compared endovascular therapy to open surgery and which demonstrated no superior benefits with endovascular therapy at 2 years. However, the authors cite the "remarkable innovations" in the field of endovascular management since that study that might account for their findings, showing that endovascular intervention is better.
The concerning, and misleading, point of this article is that the authors are suggesting to patients and other interventionalists that endovascular treatment is the way to go to treat LE-PAD. Why would anyone go to a vascular surgeon when their heart doctor can take care of the problem as well or better than a vascular surgeon can? Patients need to remember that vascular surgeons can offer both minimally invasive treatment or surgical bypass and do what is in their best interest.
Take-home Message: The authors repeatedly say their results are a "real-world" comparison of endovascular management vs surgical bypass for LE-PAD. I am not sure what world these heart doctors are living in.
Lower extremity arterial thromboembolisms occurring less frequently, but we are not doing much better in terms of outcomes Key findings: We analyzed 8474 patients who were hospitalized in 140 facilities for lower extremity thromboembolism (LE-TE). The age-adjusted incidence of LE-TE per 100,000 patients decreased approximately by one-half from 2003 (8.0) to 2014 (3.5). During the same time, the likelihood of receiving antiplatelet or anticoagulant therapy increased 2.3% per year and the use of statins increased from 54% to 71%. Although the likelihood of undergoing endovascular revascularization increased 4.0% per year during this period (from 20% to 40%), clinical outcomes remained constant over time: the 1-year incidence of major limb events was 25%, major cardiac events 18%, and mortality16%.
Conclusion: The incidence of LE-TE is decreasing with increasing use of antiplatelet and anticoagulant therapies, but without change in amputation or death within 1 year of the event.
Commentary: I have not come across many recent large studies reporting LE-TE. The 30-day mortality and amputation rates in this series were about 5% and 8%, respectively, which suggests we should tell patients and their families they have more than a 10% chance of dying or losing their leg when they come to the emergency room with an acutely ischemic leg owing to thromboembolism. The study suggests that increasing use of antiplatelet agents, anticoagulants, and statins played a role in the temporal decline of LE-TE. Decreasing use of tobacco may also have played a role. However, the 1-year incidence of major limb events, cardiac events, and mortality did not change after the sentinel event.
Take-home Message: The study suggests that antiplatelet agents, anticoagulants, and statins decreased the likelihood of LE-TE over the last several years. However, if patients suffer this complication, these medications and the increased use of endovascular intervention did not improve 1-year amputation or mortality rates.
Warning to vascular surgeons who perform procedures in "out-patient" nonhospital-based facilities Study design: Opinion article. Key findings: The two largest U.S. dialysis companies, DaVita and Fresenius Medical Care, control 70% of the U.S. dialysis market and each reported an annual net income of $1 billion. Joint ventures between nephrologists and dialysis companies may lead to financial incentives for participating nephrologists, which may inappropriately influence decisions about patient care. A "striking lack of transparency" regarding joint venture arrangements currently exists. Patients cannot find out whether nephrologists referring them to a dialysis facility have financial incentives to do so.
Conclusion:
There must be greater transparency and public availability of information about these practices. Commentary: Although the authors addressed potential conflict of nephrologists and dialysis centers, they could have easily substituted "interventionalists" or "vascular surgeons" in their place. All of us would agree that transparency of the relationship between physicians working at outpatient dialysis facilities, or any nonhospital-based medical facility where procedures are done, is a laudable goal. Are some interventionalists performing procedures at these facilities because of increased reimbursements compared with performing the same procedures in a hospital setting? There may not even be anything wrong with doing so. But are interventionalists or the facility obligated to tell patients about these financial incentives?
In an effort to be transparent, our group performs peripheral arterial and dialysis interventions at such an outpatient nonhospital-based facility. Increased patient convenience and physician reimbursements have incentivized us and many others to perform these procedures in these settings. At our nonhospital-based facility, patients are on the same floor for their entire experience: They walk into the front registration lobby, walk into the holding area, are wheeled into the interventional suite on a stretcher, are wheeled back to the holding area for 2 to 6 hours, and then walk out of the building. Most of them strongly prefer having these interventions performed in such a facility.
Take-home Message: Although I take exception to some of the perspectives voiced in this article, because many vascular surgeons have found that most patients find the experience of endovascular interventions to be less stressful and anxiety provoking than having the same procedure performed in a hospital, we need to keep reminding ourselves not to allow financial incentives to outweigh our best judgment regarding the indications for these interventions and the type of intervention we perform.
